INTRODUCTION
The medical profession is perceived as a prestIglOus occupation, to which the state grants a considerably stronger shelter than to most other professions. From a historical perspective, this sheltered position is nevertheless a rather recent phenomenon. No more than a century and a half ago, doctors belonged to a variety of medical sects of very diverse educational backgrounds. In most Western countries, a unification within the practice of medicine occurred around the end of the nineteenth century when the practitioners of scientific medicine or biomedicine became dominant. The mostly insecure market position of the old-time family doctor was gradually replaced in some countries by a health care system anchored in hospitals; in other countries health care was anchored in a system of general practitioners paid or subsidized by the public sector or some other kind of collective arrangement. These systems remained stable during the first part of the twentieth century, but by the 1970s the accumulated pressure for changes in health care was strong enough to be labelled a 'health care crisis'.
In some cases this crisis was seen as an economic one related to an imbalance between demand and supply, while in others it was viewed as an organizational problem of either a too decentralized or a too centralized health care system. A third aspect of this crisis was cultural-a developing lack of confidence in doctors and their medical paradigm. This ideological critique of medicine now appears, however, to have diffused into a variety of movements without any shared momentum. Those advocating the economic and organizational views of the 'crisis' have, in contrast, been fairly successful in convincing politicians that the introduction of free-market elements and a reorganization of health care delivery will improve both the efficiency and the quality of care. For the medical profession these recent developments have led to increasing insecurity in their work conditions. National medical associations have expressed concern over a variety of indicators of such insecurity-stress symptoms, suicide, substance abuse among their members, and rising unemployment of doctors". Department of Sociology, Abo Akademi University, Gezeliusgatan 2 A, 20500
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Among European countries that have grappled with the problem of unemployed doctors are Italy, with an unemployment rate among doctors of 17% in 1990; Austria, with a rate of 9%; Germany, with 8%; the Netherlands, with 6%; and Spain, with 5°#. In the Nordic countries the phenomenon is more recent-throughout most of their history they have suffered a shortage of doctors. Since the early 1990s, the unemployment rate among doctors has increased rapidly in both Sweden and Finland, and is expected to reach 10 to 15% by the year 2000 2 . While consumers might draw optimistic conclusions from this trend and expect a greater availability of primary care service ancllower costs for health care due to an oversupply of doctors, little of this appears to have come about.
MECHANISMS REGULATING THE SUPPLY OF DOCTORS
The introduction of licensing requirements for doctors was the first measure taken to control the quantity and quality of practitioners of medicine. The campaign was waged with some intensity in most countries as the modern medical profession was born. Since then the issue of the supply of doctors and also how this supply should be regulated has remained important to national medical associations. There are basically three ways of regulating matters between the state and the medical profession: independent self-regulation, state-sanctioned self-regulation, and state-administered regulation 3 • Historically, the medical profession has preferred that the control of the market entry of its members be left to itself. This control includes the determination of the number and type of students admitted to and graduated from medical school, and the right of granting specialty accreditations to doctors. Nevertheless, state funding of medical schools and/ or medical education has entailed a growing regulation by the state of this dimension of the supply of doctors. The shortage of doctors in many Western countries, and especially the undersupply in rural areas, led in the 1960s to state initiatives to establish new medical schools. Between 1960 and 1980, medical school capacity doubled in the USA because of federal and state initiatives. The establishment of new medical schools in Sweden resulted in a sevenfold increase in the number of doctors between 1947 and 1972. Similarly, the opening of new medical schools in Finland in the 1970s ensured the required increase in the number of students and the education of primary care physicians for the new municipal health centre system established in 1972 4 . The Swedish medical profession has been hesitant to embrace the measures initiated by the government, dominated since 1930 by the Social Democratic Party, with only a short interruption from 1991 to 1995. In contrast, the Finnish medical profession has collaborated with the state and has thereby managed to expand and to maintain control over the market for its services. The debate on how to regulate the supply of doctors has been more ideological in Sweden, where, for example, the state-enforced restriction of a free market of private practitioners has remained an issue, whereas in Finland a free market of private practitioners (7% of all doctors in 1995) has existed all along in parallel with the public one, so no ideological overtones complicated the general debate about health care. In Spain the situation is somewhat similar: here the number of medical students doubled between 1972 and 1975 and doubled again between 1975 and 1983. The Spanish medical profession has collaborated closely with the state and thereby also managed to maintain more control over the conditions of its work than if it had remained dependent on a private market, which it has viewed as being more a threat to its autonomy and economic situation than the public sector 5 • 6 . State initiatives to increase the supply of doctors by increasing student admissions in those countries created a new market position for the doctors. Hence, collaboration with or capture of the state seems to have been a successful way for the medical profession to maintain its position in countries with a large public sector in health care. Nevertheless, an externally induced increased supply of doctors like that in Israel (with its recent large influx of Russian doctors) and UK (with doctors from the Commonwealth) have presented situations far harder for the profession to controF·8. While this type of influx has created an internal differentiation within the British medical profession, most of the immigrant Russian doctors have not been able to enter the ranks of the profession in Israel. Between 1989 and 1994, 12000 Russian doctors immigrated to Israel, where in 1989 12000 doctors were already practising. While about 40% of these immigrant doctors have received a licence to practise, it has been estimated that only 20% of them will be able to get a position in the health care system 7 . In spite of the oversaturated market, the four medical schools in Israel have refused to restrict admissions, on the grounds that the elite of the profession must still be educated domestically.
Changes in the health care system can dramatically influence the job market for doctors, especially in state regulated systems where supply is somewhat easier to control than in a market-based system. In the 1960s and 1970s, health care systems like those in countries with a large public health care sector-the Nordic countries and Spain-consciously increased the supply of doctors in order to make health care in hospitals and primary care more available. As the health care sector expanded, the new doctors were taken on as public employees in these systems. Later government concern over rising costs of health care resulted in efforts to rationalize and to introduce market elements to improve efficiency and to save costs, in UK, Spain, Sweden and Finland alike. The efforts to save costs in the public sector are most recent in Sweden and Finland, where they began in the 1990s. While medical school admissions have been tailored for an expanding health care system, fewer jobs in the public sector have been available. There is growing unemployment among doctors in Sweden and Finland, a trend that started in the 1990s.
The unemployed doctors are clustered in certain groups, but there are marked differences between Sweden and Finland. While there are no gender differences between employed and unemployed doctors in Sweden, a majority of the unemployed in Finland have been women (in February 1995, 62% of the unemployed were women). Furthermore, while two-thirds of the unemployed in Finland are general practitioners, only a third are such in Sweden. These figures indicate that women practitioners in Finland have been more vulnerable to recent cuts in the public sector than their male colleagues.
CONCLUSION
Future unemployment among doctors could be remedied by restricting admissions to medical school. This is nevertheless a complex political issue, as indicated by recent experience in several countries. While the medical profession, as represented by its national medical associations, may ask for such a reduction in order to protect the social and economic status of its current members, as has been the case in Spain, Finland and Sweden, political parties and their regional representatives typically have other goals. A medical school brings state funds and prestige to a region and therefore is not easy to close, as has been shown by the failure of attempts to do so in Finland.
Among the unemployed doctors in countries with a large public sector of health care, there has been little interest in venturing out as private entrepreneurs. Instead, the medical profession is interested in protecting the position of doctors as employees in the public sector, which can secure their position in the division of labour in health care better than the private sector. This is shown in the reactions of the medical profession to the oversupply of doctors in Finland and Spain in the 1990s 6 • 9 . Currently, unemployed doctors constitute yet another segment in the internal differentiation of the medical profession rather than a projected 'deprofessionalization' or 'proletarianization' of doctors 10,11. 
